implementation of new methods are generally slowly accepted. For instance, this was the case during the 70s and early 80s with the techniques of mitral repair, which are now considered a must.
In addition, during the same time, conventional aortic surgery made important progress. The use of a certain degree of hypothermia, the sequential cross-clamping of the aorta, the distal and visceral perfusion through the use of cardiopulmonary bypass or left ventricular assistance, the ''collateral network concept,'' and cerebrospinal fluid drainage, were important adjuncts and key factors of improvement. Nevertheless, in addition to its immediate risks, one of the main reproaches made to conventional surgery was that it is highly aggressive physically and psychologically. Its morbidity, its trail of pains, either acute or chronic, of physical activity impairment, of negative aesthetic side effects, etc, constitute obviously one of the main causes of the reserve and criticism made about it.
So, the endovascular techniques are here and well established. And they can only improve. We can, indeed, observe the development of innovative attempts of using customized, fenestrated prostheses with collateral branches allowing the treatment of complex or poorly placed lesions. Of course, those experiences are scarce
